M aking sense of our daily experience is a significantly human pastime. We try to understand and structure our experiences so that we can come to grips with the messiness and confusion of everyday life and by so doing give meaning and direction to our actions.
Philosophy is one method that we use for explaining our experiences. A philosophy is a collection of beliefs. A belief is a conviction in the truth of something. Our beliefs are based on our values, experiences, and knowledge. Once we have organized our beliefs into a philosophy, that philosophy provides a powerful, generally nonconscious, guide for our actions (I).
It is because of the nonconscious way in which a philosophy influences our actions that it is a ppropriate to reflect on the beliefs that comprise occupational therapy philosophy in regard to functional independence. Functional independence is not just a core concept of occupational therapy theory, it is the goal of the occupational therapy process. Once our beliefs about functional independence have been articulated, we can explore their implications for practice.
Basic Beli efs
VVhatdo we mean then when we say that a client is functionally in- dependent? Independence connotes self ore Iia nce, self-determi na tion, self-directed ness, and a perspective of personal control. In occupational therapy, we regard persons who can do things for themselves as independent. We believe that this doing is made possible by both personal and environmental characteristics. The personal requirements for independence are competence and autonomy. The environmental requirements include an array of physical, social, and temporalfactors tha t facili ta te independent behavior. Functional independence occurs as a result of the interaction between the person and environment. For us to appreciate our philosophy of functional independence requires a rethinking of our beliefs about humans. the environment, and the person-environment interaction. Each of these concepts will be discussed and related to the occupational therapy process.
Personal Components of Independent Behavior
Humans as Competent. Occupational therapists view independent behavior as a composite of competence, competencies, and perceived competence. Competence is a transactional concept that involves effectiveness in interacting with the environment (2) . It arises from an urge to learn about the environment by testing our actions upon it. Competence implies adaptability in organizing skills into integrated courses of action to serve innumerable purposes. Competence is an overall strategy of adaptation consisting of thinking, deciding, doing, and evaluating. We think about what we want to do. 'We make a choice from available options and plan a course of action. We implement the plan in our day-to-day activities. We assess the outcomes. Repeated application of this sequence-of thinking, deciding, doing and evaluating-leads to mastery. By mastering some things, we develop a sense of competence as well as technical skill. Perceived competence leads to an image of the self as a doer. It allows us to say with confidence, "I can do it. I can achieve."
Com petence implies a wide range of abilities and skills. The competenCIes that lie within the parameters of occupational therapy relate to self-care, play, and work occupations and the biological, psychological, and social skills that support these endeavors. Self-care competencies are fundamental to independen t survi val. The a bil itl' to more to obtain food and fluids and to eliminate waste products is critical for biological existence. The ability to communicate with others is also intimately tied to survival. It is through (our) interactions with others, that we learn technical skills for working and playing and socialIy accepta ble patterns of beha vior.
Humans as A utonomous, Pivotal to our philosophy of independent behavior is the belief that competence must be accompanied by autonomy. Au tonomy is the quality of being self-governing (3). It is the freedom to make choices compatible with one's needs, capabilities, and desires. It includes a concept of the self as separate from the environment and is accompanied by a tendency to resist control by the external forces of the environment.
Autonomy results in the self-confidence La regulate one's daily life and to be productive.
T be autonomous one needs an accurate self-appraisal of one's competence to accomplish a task (4) . Underestimating one's skills rna) lead to more dependency than is needed, while overestimating them may lead to involvement in tasks that are beyond one's capability to achieve. Self-appraisal influences both the selection of and persistence in daily li ing occupations. v\le choose occupations that we think we can succeed in and avoid those that we assess as having requirements that exceed our abilities. When engaged in actiity, autonomous individuals can deploy their energies to accomplish the task. Obstacles are generally seen as challenges and effort is sustained until the task is completed. Individuals lacking self-assurance, on the other hand, freq uentl yin terpret obstacles as personal deficiencies and may readily give up when challenged. The effort necessary to acquire fSsential skills is not exerte an potential is nOt adequately tested. Thus, aULOnomy is directly related to skill development, and La the formulation of a set of internal standards to monitor one's actions.
Norms for competence and aut nomy vary with age, culture, and personal abilities and values, making functional independence age-grad d, socially defined, and to a certain degree idiosyncratic. The underlying principle that occupational therapists subscribe to is that individuals are not competent or j ncompetent, autonomous or not autonomous, rather, they hav variouslevelsofcompet nceand utonomy that result in various levels of functional independ nce.
Independence of the Disabled. To be functionally independent is to be both ompetent and autonomous. Having examined competence and aULanomy, we can now consider th se concepts in reference La the disabled. As occupational therapists, we adhere to the belief that the functional independence of disabled individuals is within the framework of normal devflopment.
Human development from infancy through ad !thood involves a learning process in which man.' dependency beha viol'S are gradually displaced by competence. The adult standard of autonomy fotails a comfortable balance of dependent and independent behavior. Control of the physical environment and fulfillment of psychosocial needs requires us to be dependent on others as well as independent of them.
The impa t of disablement on an indi idual' life largely depends on the extent to which it interfere with competence and i duces nonnormative dependence on others. The potential competence of disabled persons is molded by what is lost and what is left by disability. daptive com etence is determined by the developmfn of r sidllal and latent abilities as well as functionallosse .
he functional abilities that remain essentially untouched by disability, or that can be nurtured, will serve La enhance normative developmental processes.
The occupational therapy process is geared toward what 's left after disablement rather than what is lost. This leads us to encourage isabled ersons to make the most of their remainin capabilities and to assume age-appropria responsibi 1-ities. Exempt.ions from or inary social. respon ibilitie are directly rflated to the de ree of disability. We might sum up our view of functional ind pendcnce by saying, "Because you can't do some things, doesn't mean that you can'td anything, and we believe that you should do s m u h as possible for as long as possible." In occupational therapy theory, "I c n" is a symptom of health.
Our attitude toward doing is applied with a major qualification, however, and one that we all too easily neglect. he functional independence of disabled persons is not entirely determined by competence or paten tial com petence, an y more tha is yours or mine. In our professional interactions with disabled persons, we must guard against thinking that because they can do something they should do it (5, 6) . This is particularly true in regard to self-care kills. Forexample, because you can dress yourself, does not mean that you should. Taking an hour to get dressed ma y not resuJ I in the greatest functional inde endence. The bits and pieces of daily life must be placed within the spectrum of the whole life of the indivi ual. When physical, mental, or emotional endurance is Iimited, energies must be channelled into high· priority pursuits. In a real sense, the more energy required to deal with the disability, the less is available for other things. By depleting time and en rgy on basic tasks, the possibility of realizing achievemem in work or leisure may be eliminated. If so much of the mother's or therapist' energy goes into getting a child to eal alone, dress alone, stand alone, and walk al ne, the cost to the emotional security of the child, and to greater independence at a later time, may outweigh the skill achieved. In our efforts to b ild f nctionaI mpetence, we must be careful to respect the autonomy of the client.
The autonomy of dis bled persons is det .rmined by what they want to do rather than what we think is in their best interest. To make realistic choices requires an accurate appraisal of one's assets and lia bilities. For disa bled persons, this appraisal includes a discernment of those limitations caused by disability and those caused by other factors. The implications of disabili ty for one's life must be understood and accepted but not exaggerated.
he autonomous disabled person views disa bility as an aspect of the self (5). There is a recognition that disability, like other aspects of one's individuality, has both positive and negative features.
An important aspect of autonomy for many eli abled persons is the acceptance of vulnerability and of the need to ask for help (5-7). Independence is highly valued in the merican culture. Independence is associated with strength, power, rugged individualism, and decisiveness, while dependence is associated with weakness, helplessne s, selfishness, and indecision. As clinicians, we have multiple instruments available to measure the developmental milestones of independence. I know of no scales that chart in a similar fashion the emergence of our ageappropriate dependence behaviors. Such a chart might delineat appropriate way of eeking attention, affection, and help. The prevailing pirit of independen e in our society makes it difficult to ask for help. D pendence on others for the gratification of basic needs can produce much frustration. Not only is there a sense of powerlessness over the loss of per anal control, this is frequemly coupled with a fear of 10'-ing lhe protection and services provided by the caregiver. Loss f these services is more than an inconvenience; it may well mean being una ble to eat, to get to bed to sleep, or to get to the bathroom. Th us, for many disabled persons the growth of autonomy is intimately connected with learning to adjust to being the recipient of hel p. Autonomy also involves the risk of failure in living, loving, working, and playing. Too often we {laVe kept disabled persons in protected situations to keep them safe and secure. However well-intended these actions, they have kept the disabled from experiencing normal developmental stresses (1, 6) . All our lives we strive to achieve things we have never done beEore. Withou t risk. there is no possibility of achievement and life becomes as colorful as oatmeal.
Person-Environment Relationship
As our sense of autonomy develops. and we recogniz our separaten ss from the nvironmcnt. we also develop an appreciation of tbe influnce o[ th environment on our beha ior. Fun .tional independence implies a asure of ma~t ry over the environment. The lower one's competence and autonomy, the more dependent one is on the enVHonment to fulfill ba ic needs. Environments may be haracterized along a continuum of support fa independent behavior. Ou b lief system thu incorporat s I vels of competence, I vels of auton my, and levels of nvironmental support for independence. Our basic premise is that independen t beha vior is a f unction of the camp tence and autonomy o[ the individual al d of the behavior-evoking aspects of the phy-ical, ocial, and tem oral en vironm nt. I will now examine our beliefs about how the person and environment interact and how \ e use the environment as a treatment modality.
Lower EnVironmental Demands. Generally we go abou t our every lay activ ties without much' warene s of the environment. This state unawareness occurs as a result of a balance between our capabilities and the environmental demands. Our habits allow uS to respond automatically and appropriately to variety of situations. This personenvironment balance yields a sense of on trolled interaction with the environment. Disability may disrupt this balance.
Clients come to us when competence has been reduced, or when normative tandards for competence a not been achieved. The first therapeutic strategy in tituted to rais competence is to lower the environmental demands. Environmental demands are lowered to make doing possible (8) .
Lowering the demands of the environment is generally accomplished through a prosthetic approach (9) . Prosth es are environmental supports that compensate [or the deficits of the client. In implementing a prosthetic approach, our attention is directed to certain a. peets of physical space (10) . We consider thecapa ityofthe phy ical structure to facilitate the occupation that is carried out in it. We assess the ease of moving from place to place and the extent to which a setting can be rearr' nged to accommodate new and differen t patte 1 s of behavior. We take into account comfort and fety. Since many of the functional problems associated with disability can be cir III vented by d vices and appltances, we also look at technological resources. Lastly, we consider e clarity with which a selling indicates the behaviors that are apropriatc in the area. Clarity lend an aura of pr dictabilit y to a space and in fa e our preparedne s to engage in activity.
In u 'jng the above features of physical s ace to reduce environment I demands, we discover that
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When another person is used to compensate for lost skills, the prosthesis is social rather than physical. A wife, for example, may assist her disabled husband with personal care activities. More formalized support for independent behavior is demonstrated in the human services network. Individuals with varying levels of competence require different types of services. Familiarity with the services available in the communities where our clients reside allows us to recommend a package of services appropriate for a client's level of competence.
Regardless of whether the prosthesis is physical, or social, its use by the client is related to skill training. Social prostheses depend on social skills in aide or agency management, while physical prostheses are related to motor skills. Attendants and services must be selected as cautiously as assistive devices, because they regulate the performance of functions critical to survival.
Lowering behavioral expectations is another strategy that we employ for red ucing environmental demands (11). We acknowledge that the client is undergoing stress, and temporaril y excuse the client from the normative requirements for independent living.
The lower one's competence, the lower the environmental demands that can be met (8) . For those who are severel y disa bled, and those who are newly disabled, the difference bet ween an over-demanding and an under-demanding environment is slight. There is a fine line between protection from overwhelming environmental stress and exposure to environmental deprivation.
In occupational therapy, underchallenging environments are used as retrenchment or relaxation tactics. An individual who has just sustained a severe impairment may need a high level ofsupporl to overcome the sense of being overwhelmed. Lowering environmental demands to or below a person's competence level may be justified and necessary on a short-term basis. However, the cumulative effects of low environmental demands discourage occupation and growth and generate feelings of dependency, boredom, underachievement, and lassitude. We believe that environments that consistently do things for clients tha t they can do for themsel ves are detrimental, since over-providing leads to atrophy of independent living skills (12, 13) .
Increase Environmental Demands. In occupational therapy theory, the optimal environment for supporting functional independence is one that challenges present competence (14) . In the treatment situation, challenge is achieved by increasing the environmental demands above the client's functional level. The increase in demand should not be radical since this would again place the client in a condition of being overwhelmed. However, it should be sufficient to encourage the active exercise of adaptive strategies. Having first of all reduced environmental stress to the point where doing became possible, we now set out to increase environmental demands to build competence and autonomy. While the prosthetic environment supports clients' weaknesses, the optimal environment supports clients' strengths.
Our overall approach to increasing environmental demands incorporates several strategies. The first strategy involves the selection of the "just right" challenge as the treatment modality. We assist clients in choosing occupations most suited to the development of interest and mastery. Client performance is gradually raised by the selection and accomplishment of progressively more challenging tasks. We regard skill training leading to mastery as a particularly effective treatment technique because it increases the client's competencies for managing the environment and it enhances the client's expectancies for personal effectiveness (4) .
Much of the occupational therapy process hinges on the "just righ t" challenge. We seek to engage clients in an occupation that is not too easy, and not too difficult, and yet is hard enough to engage a tlention and set in to action the seq uence of thinking, deciding, doing, and eval uati ng that leads to com petence. We determine the "just right" challenge in part by assessing the degree of uncertainty that environmental stimuli contain for the client. Stimulus uncertainty is related to action because it elicits arousal and exploratory behavior aimed at resolving the uncertainty generated by the stimulus. We adapt to uncertain environments such as unfamiliar cities, buildings, or tasks by seeking knowledge about the environment and hence reducing the degree of uncertain ty.
Stimulus uncertainty is the principle underlying the occupational therapy concept of graded activity. Humans have the capacity for internalizing the external environment by crea ting an image of it. 1tis this image in our heads that we react to, not the external environment per se (15) . We match our image of the environment with our image of ourself, and if the discrepancy or uncertainty about meeting the challenge is too great, we do not act. The therapist may well calculate the distance between the wheelchair and the bed as a mere 20 inches. But to the client that distance may look like the Grand Canyon and the client says, "No, I can't do it." The "j ust right" challenge is the one that stretches the client's competence and sustains a sense of autonomy.
Tasks are initially selected that keep failure to a minimum, since repeated failure can decrease interest and persistence. Later, the "just right" challenge is interpreted to include the risk of failure, since learning to cope with failure is a part of learning to cope with daily life.
The occu pa tiona I therapy process generally involves the establishment of short-term and long-term goals. It is primarily through the attainment of short-term goals that we seek to sustain interest (4). Shortterm goals act as guides for action and as markers of progress. We experience a sense of satisfaction when we aim for and master a desired level of performance. The satisfaction derived from the attainment of shon-term goals can build intrinsic motivation. Long-term goals do not have the same incenti ve power. The discrepa ncy between current performance and long-term goals often generates disappointment. Even though skill development may take place, it is not accompanied by a sense of accomplishment and interest may soon wane.
In addition to selecting therapeutic occupation, we also seek to promote independence by populating the social environment with persons who value achievement. We carry out our activities in conjunction with other people. We li ve with others, work with others, play with others, and depend on others for things that we cannot do or cannot do alone. A client's behavior is profoundly influenced by the expectations others ha ve for his or her performance (Il). By incrementally raising these performance expectations, function can be improved. The spirit and skills of independence are nurtured by those close to the client-family members, friends, work associa tes, and thera pists.
Over the course of treatment, we also seek to shape appropriate behavior through the use of role models. When no models are available who can demonstrate concretely that those with mental retardation or stroke can perform a task, it is easy to conclude that the task in question is among the impossible. Role models influence behavior vicariously, since the clients themselves observe the performance of others but do not necessarily execute any actions (4). Role models for occupation are provided by other clients, former clients. and the therapists themsel ves.
The most encompassing environmental strategy that we employ is the use of field mastery experiences. We send the client into the community to assist the client in developing daily living skills in normal environments. Field mastery experiences are preceded by opportunities for learning and practicing skills in simulated environments. To accomplish this, we bring into the settings where we work-settings that may be regarded as deprived for the support of daily living skills-we bring into these places the objects and attitudes from the community to encourage and sustain daily living skills. We contrive normal living situations by placing kitchens and bedrooms and hammers and typewriters in our clinics. We expect clients to be dressed, to come to "work" on time, to play hard, and to leave the workplace in an orderly manner. We put normal spaces in abnormal places in an effort to capture some of the conditions of ordinary life.
Recognizing that we do different thi ngs in different places, we supervise multiple kinds of places to capture daily life. Livingenvironments are used to prompt self-care competencies. Play environments are used to encourage curiosity and exploration, and work environments to elicit industriousness. Different environments are set up to evoke different aspects of independent behavior and to divert the clients' attention from their disabilities to their abilities.
The use of multiple settings enables us to encompass the totality of productive occupations and to account for the temporal dimension of occu pa tion as efficientl y as the spatial dimension. It is not enough to be able to comb your hair and brush your teeth. All activities of daily living must be practiced until they are perfected, sequenced, and routinized in a manner that sustains the habits of functional independence.
The environments we manage have a growth orientation. We expect clients to develop and change. As their occupational performance improves, we transfer clients to situations with greater environmental demands. The occupational therapy process frequently begins in a play environment and progresses to a work environment. Through play, crafts, and games, clients find out what they can do with the environment and develop habits of craftsmanship and sportsmanship that 
Evolutionary Perspective
It is through the lens o[ history that I will explain the significance of our beliefs concerning functional independence. In describing these beliefs, I relied on early pioneers in occupational therapy, such as Eleanor Clarke Slagle, Louis Haas, and Adolph Meyer, because of the strong link between function and the environment in our early philosophy (16) (17) (18) (19) (20) (21) . I modernized and enriched some of our fundamental premises by using concepts from the behavioral sciences to articulate them more clearly. The exploration of our early philosophy resulted in a holistic philosophy, which takes as its central premise the healing value of occupation. and the pursUIt of achievement emerged. The client interacts with and creates the environment and the en vironment interacts with thf' client and yields a level of occupation, and the pursuIt of goal of intervention was to organize and balance the competencies of daily living in such a way as to yield a sense of autonomy and life satis-[action This philosophy guided occupational therapy pract"ce from its inception in the 1900s to roughly the 1940 (22) .
During the next decade, we came under pressure to explain our intuitive notions about the influence of occupation on health in a scientific way. Like many health care professions, we embraced the prevailing philosophy o[ reductionism to guide our scientific development. Reductionism had the net eHect of limiting our view of the client, the environment, and occupation. Instead o[ conceptualizing independen t behavior as a molar event, involving a client and a broad contextual milieu, it became a molecular event, involving fragmented responses and equally discrete external stimuli. Three distinct model of occupational therapy practice emerged and each sought to explain functional independence in a different way. The kinesiological model viewed it as a result of musculoskeletal integrity and sought to improve it by increasing range of motion, strengthening muscles. and improving coordination. The neurological model saw functional independence as dependent on the integration of sensory input and sought to provide appropriate sensory stimulation. the facts. At the conceptual level, we have come to real ize that theories dealing with fragmented aspects of human nature are inadequate for understanding a synergy such as occupation. Clinically, it has become all too apparent that the resumption of functional independence requires more than physical and mental restoration.
Although the current debate tends to center around the use of arts and crafts in treatment, the real controversy is more subtle than the use of arts and crafts. What is at issue is whether the problems experienced in daily living activities by disabled persons are best treated by a skills or a subskills approach. If the goal of treatment is to mainstream a disabled youngster, is treatment time best spent in practicing the skills needed to perform as a student, or in practicing the biological, psychological, or social subskills that are generic to activity?
In my opinion, the real solution does not lie in developing or using one approach to the exclusion of the other. The future solution lies in conceptualizing the conflicts between the two approaches as a constructive confrontation forecasting conceptual advancement. We are in need of a philosophical base that will allow us to synthesize the skill and subskill approaches.
The explanation we are searching for will allow us to understand the occupational nature of humans, dysfunctions in occupation, and remediation of those dysfunctions. Such a philosophy will interrelate the sensing, feeling, thinking, moving, and doing qualities of human nature. It will reunite the physical and psychosocial dimensions of occupation and explain the individual and environmental aspects of occupation. It will account for humans as explorers and builders of the environment as well as it does for humans as responders and reactors to the environment.
We sometimes conduct this search with the naive hope that a new philosophy can be constructed by simply gathering together all the concepts that we have in our historical repertoire from our holistic and reductionistic belief systems. We are reluctant to acknowledge that a collection of concepts doesn't make a philosophy any more than a heap of bricks makes a building. Science is a collection of concepts and facts that have been ordered and organized and tested for their compatibility.
